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LETTERS TO THE EDITOR 
Cardiologists Versus Internists in the Care 
of Unstable Angina 
The recent article by Schreibecr et al. (I) putpotts lo show that 
internists as a whole had treatment patterns for patients with unstable 
angina that were worse than their cardiofogist odleagues. However, 
the research design is inadequate to reach this conclusion because the 
authors failed to perform a hallmark aspect of CwItcomes research, 
namely controlling for digerential risk among patients. Whereas in 
randotmzed trials the patient groups are likely to have equivalent risk 
factors due to the allocation process, observational eohotts are subject 
to selection biases that must be aaxutnted for in the ana&es. In this 
case it would be most helpful to stratify the patients aaxwding to their 
presenting symptoms to control for differential risk because the result 
would most likety provide imight into ti tutstabk angina patientsare 
optimalty managed. The authors show marked disparity in the types of 
tmstabk angina treated by the two groups of clinkians (Table 2 of their 
altic!.c) but fail to reveal how outcome is a5ected by the type of 
presenting symptoms. One important hypoUxG to eaplore is that 
patients with existing heart disease and an aarkmted pattern of 
angina am better served by care from a cardiicgist, whereas patients 
with atypical symptoms have similar outcomes when treated by eitber 
type of pl@ian. IIte data pmvided b Schretkr and colkagues do 
ttd allow such a annparison. To stratify the data will result in small 
numbers of cases in some strata. If the authors identify few dinicaj 
events and therefore find themselves with large confuknc~ intervals 
around tbe relevant outcome measures (myocMial infarction, death 
and cost). it is incumbmtt on them to expand their sample size before 
reaching condtuiom with important pola implications. This topic is 
of great importance. We must lx sure to approarh it with optimal 
mcthoddogies and quality data hcfore reaching a final say. 
NEIL A SOLOMON, MD 
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study, presenting univariate data without ruljusting for obvious diUer- 
enres in patient charaeleristia signiftcantly weakens tbe conclusiom. 
In addition. to concluck Ihat “cfi6eretuXs lin ptacbcz pattern] have 
influenced the survival digerena between the two groups” is falla- 
cious. To support this statemenf one must demonstrate that the higher 
mortality rate in the internist group (albeit only a trend) rcsutted from 
a lack of interventions. Did death or myoeardial infarctti ocxur more 
frequently in patients n0l receiving interventions? Moreover. did any 
death or myocardial infarction oaur as a complication of an intctven- 
tion? 
Perhaps the most serious ertor in this report lies in the authors 
analysis of mortality data. At first glance, it is pwzling why the two 
groups had a similar incidence of new myocardial infarction yet 
didered (nonsignificantly) in mortality rate. However, elm eramina- 
tion of the data reveakd that critical data were not reported (Tabk I). 
Working backward from reported da& one can detennitte the number 
of nonfatal myocardial infarcttons fatal myaardial infarctions arxf 
non-myocardial infarction deaths. Ckarfy, progre2iion to citltcr fatal 
or nonfatal myxardial infarajon did not difer lxtween goups. Tbe 
difference. of course, lies in the number of tlcmqmardial illftiion 
deaths. If the excess mortality was not ipmemk in rmtttre. one camta 
condude that Wvenr sbort-term outcome” rest&cd from lack of 
interventkns directed at treating unstabk angina. ChK might Mtt 
wonderwhy&spileasisfoldhurease inutilkaticmratednmnary 
angkgkstyintbec&idog&group.cardiacandtotalmortalitydid 
not diger. 
Furthetmore. it is surprising to YC that the apparent dileretnx 
(ttmugh 3xbmignificmt”) in mortality was emphasked in the repoft six 
timaandthata”~~ifiant“didcnnfcipk~ofstn)r(6~p= 
0.53) in favor of cardiolog& “in&icatn that . . . resoutu utilizatkct 
maylmve~rtmrecfiacnt”intbatgrouplnamtt2i&a-namgS 
tant’daetettaoffl.!Mhigtu3hosphd~~~- 
treated patknts (p = 0.08) wan dohnpf@. Incidentafty. the authors 
badomittedp~ftsionalfeesfromtbeircort~lf~tbe 
61.4% angiognm rate aml 39.6% v att@AsQ tate in tIk 
C3rdkk&tgouptUaywCllhtvcmdttbcdill~tlce*sigrificrpt” 
With 525.tIUI rdmissio&year for tmstabk m this ~olt~lts to 
>$1.000,ooO.WJ addkiod aut&ear-tM a “-1” d&r- 
etnx. 
Al~~KfuUy~~witbthcauthmI~tIhecwrrat~ 
force for h&h arc reform ir “not yet suppxted by the avail&k 
clinical data.” wc believe that semationalizutg statistially nonrigrtib 
cant findings and drawing unsubuvltiatcd e~rrlttsiotu wig not help 
Are UNonsignificant Diflerences” Significant? T&l 
In a recent issue of the Joutnaf, Schreiber ct al. (1) ~ttclutkd that 
‘*patients with urrstabk angina treated hy internists were kss likely to 
receive e&&e medical tltt~ or revascularitation ptocedures and 
experkneed a trend to fmorer outcome.” We found that their conclu- 
sionscculdmbesubstantialedbythedatapresMled. 
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rcah fhis important national issue, but will only seriously undermine 
the ucdibility of our specialty iu gcncral. 
JAMES J. C. ONG. MD 
TIMOTHY A. DENIDN, MD 
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bctwtcn the two groups of patients studied that may ioflucncx the 
observed clinical outcomes. 
Cardiologist Versus Internist Management of 
Patients With Unstable Angina: Treatment 
Patterns and Outcomes 
I M oisappointcd hat the Journal has Acted to publish a study that 
faik to support the primary conclusion in a statistiilty amvincing 
mr. Schreiber et al. (I) have stated that their study “does not 
suppott a positive gatekeeper role for gcner&ts in the tfeatmcnt of 
unsbl~k angina.” In fact, what this study demonstrates is that despite 
the use of more aggtB.&e trtdmnt modahties. patients with unstabk 
angina managed by wdiobg& did no better statistically than those 
managed by general internists. 
~martimpwuntprobkmaritbthisstudyislhatthctwogrwg 
d~~mrrdcartyquitedi%ercnt.Ihcauthorsdthis 
study Ed to take info aaouat or rccognirc potential diierences 
between the two group6 of patient.5 when anafy2ing their data. Tltcy 
mtethattbcintcmistgrouphiuf26%motcwomenthanthecardiol~ 
og$tgoupbutf~torccognitclhatthkmayinaucncethewtawcof 
theirstudy.Tbyfailtomntionthefxesenocorabsenceofcomorbid . 
csmbtmm in either group. Tbe presence of other disease may appro 
prhclyhdhtenalhe afpsiveaess of treattnenl in a pattimlar 
patitat. For inatana. was there a large group d patients in the 
intem&gmupwithaprimaryorseco&rydiidgaurointes- 
tinalbkedingwhichmayhavedeueasedthelikclihoodofusing 
pspirin a hCpOr;n tkrapy? Most hlprtant. the authors m*e 110 
mention d tht speck causes of mortnlity in the patients studied. 
Wae all lhe ckalhs reported due to cardiiar d&tse? 
Solomon makes the point that “diderent risks among patients should 
have ken controlled for.” Clearly, marked differences are present in 
baseline characteristics in dinical prcscntation bctwcen the two co- 
horts. but these are differences that are inherent in the p&tern of 
practice of internal medicine and cardiology in southeast Michigan. 
7he main conclusion. “patients with unstable angina treated by 
internists were less likely lo rcceivc cgcctive medical therapy or 
revarcularization procedures then experienced a trend to poorer 
outcome,” is true. and the specifk mechanbms of lack of adherence lo 
what are nw accepted dinical practice pathways need further explw 
tation. The current state of knowledge does not, in our opinion. 
warrant extensive subset recommendabons for practice guidchnes. The 
marked difference between the two treatment groups in terms of 
compliance with the rccommcndations for the use of aspirin and 
hcparin are indicative of practice patterns at this hospital during that 
period of time. We need to again emphasize that triage to the study 
required a drug-related group (DRG) coding for unstabk angina and 
documentation by the attending ph@ctan of same. It is therefore 
ditlicuft to titc off the lack or campfiana to acccpttd practia 
pathways to doubts regarding tr.re diagnosb; when the physician in fact 
certified the diagmGs of unstabk angina. 
Ong and Denton erroneously tite the conclusion that “patients 
with unstabk angina treated by internists wcrc kss likely to receive 
effective medical tixrapy or mascufarization precedures and cxfzri- 
cnced a trend to fmorer outmme.” As noted above. the facts are 
ituontravcrttbk. The contention that “many did not even have core 
nary artery d&ease” agaiu is not supported by the findings of the study 
in as much as the attending physician certified the diagno& of unstable 
angina. In *his study, death or myocardial infarction did in fact oox 
more frequently in patients not receiving coronmy intervention. Three 
d I2 deaths in the cardiob@ group indeed were bclicved to bc a 
result of a comphcation of coronary angioplasty or bypass surgery but, 
themtklcs the differma ia cnttarmes still prevails. In* one 
needs to amsider the possiility that with 1995 percutaneous coronary 
intervention techndogy (stenting), emergency bypass rates would be 
much 1-r. and the potential outcome might bc even more enhamxd 
in the car&lo& group. 
OngandDentonpurporttomanafyzourdatainthcirTabk1. 
This approach is a totally faUacku5 attempt to determine rctmspec 
tidy, in the ahstnce of specifk data provided by our report. which 
dcrthsnnduttofatatandnonfaralmyoardialinfarctionaadis 
gNsdymiskdhy~exa!ssmortalitywasiDdecd&eloadverx 
kchemiemnts.Wcrncog&ethatthenwasana&g&anttrcndco 
